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Construction Type: V(111)

Description of structure: The facility is a one
story building of wood frame construction and
concrete floors and is separated from the two
story building by a 2-Hour rated fire barrier wall.

Sprinkler status: The facility is fully sprinklered
with NFPA #13 systems supplied by a 30,000
gallon static tank and a diesel fire pump.

An unannounced Life Safety Code revisit to the
standard survey conducted 12/17/14 was
conducted on 01/29/15, in accordance with 42
Code of Federal Regulation, Part 483:
Requirements for Long Term Care Facilities. The
facility was surveyed for compliance using the
LSC 2000 Health Existing regulations. The facility
was in compliance with the Requirements for
Participation Medicare and Medicaid. Corrected
deficiencies are identified on the CMS-2567B.
Construction Type: 11(111)

Description of structure: The facility is a two story
building separated from the main building by a
2-Hour rated fire barrier wall. The first floor
houses the dining area, kitchen, mechanical
room, laundry facility and the Physical Therapy
room. There are no patient sleeping rooms in
this building.

Sprinkler status: The facility is fully sprinklered
with NFPA #13 systems supplied by a 30,000
gallon static tank and a diesel fire pump.

An unannounced Life Safety Code revisit to the
standard survey conducted 12/17/14 was
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conducted on 01/29/15, in accordance with 42
Code of Federal Regulation, Part 483:
Requirements for Long Term Care Facilities. The
facility was surveyed for compliance using the
LSC 2000 Health Existing regulations. The facility
was in compliance with the Requirements for
Participation Medicare and Medicaid. Corrected
deficiencies are identified on the CMS-2567B.
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